entity about the year 1905. It seems more than a coincidence that about this time cholecystectomy began to replace simple drainage of the gallbladder as the standard treatment for gall-stones and their complications (Walton, 1944) . The (Walters, 1939 ; Flickinger & Masson, 1946 ;  Cole, 1946 ; Cattell, 1947 (Walters, 1939) (Flickinger & Masson, 1946 ; Gray, 1951 (Gray, 1951 (Salgado, 1949 Kehr (1913) , Eisendrath (1920) , and Flint (1923 (Fling, 1923 ; Wapshaw, 1952) , are other possibilities. Walton (1944) (Gray, 1951 (Cole, 194(5 (Cole et al., 1949) and by others G months (Gray, 1951) . (Fig. 2) .
Unfortunately the bile duct, unlike the bowel or ureter, is in these (II) ( Whipple (1927) , has proved invaluable in re-establishing the bile flow in high strictures (Fig. 4) (Cole, 1940 The dilated duct is located by needling, then exposed by paring away the intervening liver tissue and an opening made into it. The method chosen for restoring bile duct continuity should take into account the likelihood of a stricture reforming in the area that has been cored out. Cole et al. (1949) favour a hepatico-jejunostomy on the lines previously described, but with the following ingenious modification. The free edge of the Y-arm of jejunum is divested of its serosa and muscularis so as to leave a cuff of mucosa 2 cm. long, which is supposed to line the passage that leads from the surface of the liver to the exposed duct (see Fig. 6b ). If the two main branches of the common hepatic duct have been spared L,ahey et al. (1950) recommend that they be sutured together and then converted into one lumen by snipping across the spur thus fashioned : an end-to-end anastomosis with the distal segment can then be carried out (see Fig. 5 ).
This outline would not be complete without reference to the earlier methods devised by Walton (1915) and Hoag (1937) . It is generally admitted, however, that the former's method of raising a flap of duodenal wall to replace a damaged segment of duct, has not fulfilled its earlier promise. The main criticism is that it rids the patient of one disability only to expose him to the threat of another, namely, ascending cholangitis. Hoag described a somewhat similar procedure whereby the gastric mucosa is drawn out through an incision in the sero-muscular coat. This is converted into a small tube which is apposed to the end of the dtict over a piece of rubber tubing. Attempts to make good the loss of part of the duct by the use of other autoplastic materials such as omentum Wrapped round a catheter (Sullivan, 1909) , fascial, venous, or peritoneal grafts (Lord & Chenoweth, 1943) (I^ahey, 1945) and polythene plastic (Grindlay, 1947) . Rubber prostheses may take the form of a simple catheter or a T-tube. In cases where it is necessary to utilize the branches of the hepatic duct in the anastomosis, it is convenient to use a Y-shaped cross-piece or, if that is not obtainable, the upper component of a rectangular cross-piece might be slit so that segments, at least, can be accommodated in the separate branches of the hepatic duct (see Fig. 5 ).
Ordinary catheters are used by McArthur (1923) in the performance of choledocho-duodenostomy and by Allen (1945) in hepatico-jejunostomy. Their techniques are similar as regards the bell-shaped end which is utilized for the anastomosis. McArthur leaves the other end dangling in the duodenum, whereas Allen prefers to bring it out through a stab wound in the jejunal wall to the exterior. Each anchors the tube externally by means of a silk stitch so that the time of its release can be controlled, the one being allowed to pass in the stool, and the other simply pulled out. Cole et al. use merely the bell-shaped end in the hepatico-jejunostomy which they devised for cases with strictures at the porta hepatis (see Fig. 6 ). Whichever form is used, a high grade of rubber is essential, among the best obtainable in this country being the brand named after Kehr (1913) , another pioneer in this field of surgery.
Vitallium is a hard alloy which cannot be bent, moulded, or machined, but must be cast; being weldable, it can be fitted with a flange or tab. In comparison the other materials appear less suitable (Pearse, 1941 (Hicken et al., 1942 St. John (1926) , Williams and Smithwick (1929 (1931) . Regurgitation may be reduced to a minimum by uniting the fistulous tract to a loop of jejunum and then by-passing this point by means of a jejuno-jejunostomy (Aylett, 1949) .
GENERAL, RESULTS OF REPARATIVE SURGERY.
It is probably true to say that these reconstructive undertakings, major though they are, are well tolerated, the operative mortality rate being about 12 per cent (Walters, 1939 ; Flickinger & Masson, 1946 (Gray, 1951) . It is widely accepted that local excision of the stricture with an end-to-end approximation gives the best results. Besides restoring the normal anatomical arrangement, this operation has the virtue of preserving the sphincter of Oddi. Walters (1939 Walters ( , 1950 
